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FRI of 12.14.24 / IL182914

Violation cited

TYPE 2

295.4010 Service Plan

 

 A4010 Section 295.4010 Service Plan

This Regulation  is not met as evidenced by:

 A4010

Section 295.4010 Service Plan 

TYPE 2

Section 295.4010 Service Plan 

d)         The service plan, which shall be reviewed 

annually, or more often as the resident's 

condition, preferences, or service needs change, 

shall serve as a basis for the service delivery 

contract between the provider and the resident 

(see Section 295.2030). (Section 15 of the Act)

 

e)         The service plan shall be reviewed and 

revised if necessary immediately after a 

significant change in the resident's physical, 

cognitive, or functional condition (see Section 

295.4000).

Based on record review and interview, the 

Establishment failed to ensure the intervention for 

a previous fall was not repeatedly used, as the 
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 A4010Continued From page 1 A4010

intervention for the resident who had a repeated 

fall.  The use of the same fall  intervention again 

for a resident who fell again.  The using the same 

intervention for a fall, when the intervention failed 

previously, may create the substantial of harm to 

a resident.

Findings include;

During record review, documents revealed that 

R1 had a fall on 11/7, no complete date 

documented, and the intervention on the Service 

Plan was 'freq checks'. On 11/13/24, R1 had 

another fall and on the Service Plan the 

intervention 'Freq checks, alarm in place'

On 12/02/24, R1 had another fall and the Service 

Plan intervention was 'freq checks'.

The Service Plan for R2, regarding the fall on 

04/13/24, the intervention documented was 'freq 

visual checks'.  Then R2's had another fall on 

10/22/24, the Service Plan for this fall had the 

intervention 'freq checks'. On 12/22/24, R2 had a 

fall and in the Service Plan, the intervention was 

documented 'con't freq checks'.

During an interview with E2 , nurse, E2 confirmed 

that the intervention had been used more that 

once on the same resident.
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